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Abstract
Background: a high prevalence of co-morbid mental health problems is reported among older adults admitted to general
hospitals.
Setting: an 1,800 bed teaching hospital.
Design: consecutive general medical and trauma orthopaedic admissions aged 70 or older were screened for mental health
problems. Those screening positive were invited to undergo further assessment, and were interviewed to complete a battery
of health status measurements.
Results: of 1,004 patients screened, 36% had no mental health problems or had anxiety alone. Of those screening positive
250 took part in the full study. Adjusting for the two-stage sampling design, 50% of admitted patients over 70 were cogni-
tively impaired, 27% had delirium and 8–32% were depressed. Six percent had hallucinations, 8% delusions, 21% apathy
and 9% agitation/aggression (of at least moderate severity). Of those with mental health problems, 47% were incontinent,
49% needed help with feeding and 44% needed major help to transfer.
Interpretation: we conﬁrm the high prevalence of mental health problems among older adults admitted to general hospitals.
These patients have high levels of functional dependency, psychological and behavioural problems which have implications
for how they are cared for. Services that identify these problems and offer therapeutic intervention should be evaluated.
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Introduction
Sixty percent of patients over 65 in general hospital beds
have, or will develop, a mental health problem, including
dementia, delirium and depression [1]. Mental health pro-
blems are associated with worse outcomes [2, 3], family
carers report dissatisfaction with services [4, 5] and many
general hospital staff feel ill-equipped to assess or manage
these needs [4]. The National Dementia Strategy called for
improvements in care for people with dementia admitted to
hospital, better leadership and education and provision of
psychiatric liaison services [6].
Previous studies have focused on speciﬁc mental health
diagnoses [1], which general hospital staff struggle to iden-
tify accurately. There is little research describing patients
with mental health problems in terms of their psychiatric
80symptoms, behaviour and functional abilities. This study
aimed to describe the current prevalence of these problems
among people aged 70 and over admitted to hospital as an
emergency, to help inform ward stafﬁng levels and skill mix
planning.
Methods
Study population
We recruited participants from two sites of an 1,800-bed
teaching hospital providing sole general medical and trauma
services for a population of approximately 660,000 (as well
as all secondary and tertiary sub-speciality services).
Individuals aged over 70 with unplanned admissions to
1 of 12 wards (two trauma orthopaedic, three acute geriatric
medical and seven general medical) were eligible for inclu-
sion. Exclusions were unwillingness to be screened, being
unconscious or too ill to be interviewed up to the ﬁfth day
of admission, and inability to speak English with no avail-
able interpreter. Ward types were similar to each other, and
were chosen to be representative of those receiving unse-
lected acute admissions.
Study procedures
Three researchers recruited patients: a geriatrician, nurse
and psychologist. Mental health research nurses assisted in
collecting screening data. Training and supervision was
given by the geriatrician and subsequently the nurse. We
used standardised instruments and administration guide-
lines where these were speciﬁed.
Study wards were visited by the researchers in strict ro-
tation. Consecutive admissions were identiﬁed from the
hospital administration computer system and patients were
approached between days two and ﬁve of admission.
We used a two-stage assessment procedure. The ﬁrst
stage identiﬁed people unlikely to have a mental health
problem. The second stage used more detailed assessments
to characterise problems.
First-stage assessment used the abbreviated mental test
score (AMTS) [7], the four-item geriatric depression score
(GDS4) [8], the two-item PRIME-MD anxiety screen [9],
the four ‘CAGE’ questions for alcohol misuse [10] and a
question asking ward staff if there was any other reason to
believe a mental health diagnosis might be present.
Participants screening negative for cognitive impairment
(AMTS >7), depression (GDS4 <1), alcohol abuse (CAGE
<2) and negative on the mental health diagnosis question,
or who only scored on the anxiety questions, were excluded
from further study.
We recruited patient-carer pairs from among those
screening positive, if a carer could be identiﬁed, and was
willing to participate. A carer was deﬁned as someone who
had contact with the patient for at least an hour a week. If
the patient had capacity, they were asked to give written
informed consent. If they lacked capacity a carer was asked
to act as a personal consultee under section 32 of the
Mental Capacity Act (2005). In addition, carers were asked
to give written informed consent for their own
participation.
Research ethics committee approval was obtained.
Definitions of mental health problems
At baseline we interviewed patients, carers and ward staff
to measure cognitive function (Mini-Mental State
Examination, MMSE [11]), delirium (Delirium Rating Scale,
DRS [12]) and depression (Cornell Scale for Depression in
Dementia, CSDD [13, 14]). We deﬁned problems with
standard cut-offs (MMSE <24; DRS >17.75; CSDD >10
for probable, >18 deﬁnite depression).
Behavioural and psychiatric problems were ascertained
using the Neuropsychiatric Inventory (NPI [15]). We also
measured activities of daily living at admission, and prior to
the current illness (Barthel index [16]), and nutritional
status (Mini Nutritional Assessment [17]).
We recorded demographic details, drug history and se-
verity of acute illness (Modiﬁed Early Warning Score [18])
from case notes.
Sample size
If prevalence is 30%, a sample size of 1,000 will estimate
this within ±3%, and a sample size of 250 within ±6%
(using conﬁdence intervals for a single proportion).
Data management and analysis
Data were collected on paper forms and entered onto a
database by researchers and students. Data were extensively
checked for accuracy before analysis.
Descriptive statistics were calculated, stratiﬁed by ward
type and presence of cognitive impairment. Prevalence esti-
mates were calculated under the assumption that those
screening negative had no mental health problems and that
recruited patients were representative of all patients screen-
ing positive. Ninety-ﬁve percent conﬁdence intervals were
calculated using bootstrap methods (to take account of the
two-stage assessment procedure).
Results
Screening
Over 6 months between April and November 2009 there
were 3,680 unplanned admissions of people over 70 to the
study wards lasting more than 2 days. Of these admissions
2,102 (57%) patients were not screened due to researcher un-
availability. We tried to approach 1,578 patients. Of these 66
(4%) had already been discharged, 285 (18%) were repeatedly
unavailable (off ward, receiving medical or nursing care or
asleep), 66 (4%) were too ill, 36 (2%) were in another study,
79 (5%) declined, 12 (1%) spoke no English, 30 (2%) were
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patients (see Appendix 1, Supplementary data available in Age
and Aging online). Those approached, but not screened, were
similar to those screened with respect to age (84.6 versus
84.7 years), gender (60 versus 63% female) and ward type
(geriatric 35 versus 39%, general medical 48 versus 41%,
orthopaedics 18 versus 20%).
On the basis of screening, 300 patients (30%; 95% CI:
27–33) were unlikely to have a mental health diagnosis, or
361 (36%; 95% CI: 33–39) including those with anxiety
alone. Three hundred and eighty-eight patients (43%) had
an AMTS ≤7, 320 (36%) a GDS4 ≥1, 259 (29%) a
PRIME-MD anxiety score of ≥2, nine (1%) likely alcohol
problems and 97 (10%) scored positive for ‘other reasons’.
Some patients (37%) screened positive on more than one
scale (Table 1).
Of the 643 with a likely mental health diagnosis, 147
(23%) declined to participate further, and 48 (7%) carers
declined consultee agreement. Sixty-one (9%) had no carer
identiﬁed. The research team was unable to contact carers
to get consultee agreement prior to discharge for 108
(17%). Eight (1%) were too ill to be interviewed, and 21
(3%) had another reason for non-inclusion. Two hundred
and ﬁfty participants had full assessments (39%).
Characteristics of the population who had full
assessments
Median age was 84 years (IQR: 79–89), 166 (66%) were
female and 117 (47%) lived alone. Those not recruited
were similar to those who took part with respect to mean
age (84.1 versus 84.1 years), gender (63 versus 66%
female), cognition (AMTS ≤7; 70 versus 71%) and depres-
sion (GDS4 ≥1; 57 versus 63%).
One patient withdrew from the study before completion
of baseline data. One profoundly deaf patient was unable
to complete an MMSE, and was excluded from analyses.
Prevalence of physical health problems
Patients with mental health problems were functionally de-
pendent, with 66 (27%) having a Barthel index of ≤5/20.
One hundred and sixteen (47%) were incontinent, 110
(44%) needed major help transferring and 120 (49%)
needed help feeding. Functional abilities had deteriorated
substantially and signiﬁcantly from prior to current illness
when only 14 (6%) had a Barthel index ≤5, 47 (19%) were
incontinent, 26 (11%) needed major help transferring and
49 (20%) needed help feeding (P < 0.05 in each case).
One hundred and ninety-four patients (80%) were at
risk of malnutrition. At admission, 14 (6%) scored four or
more on the modiﬁed early warning score (medical review
required within 30 min) and 75 (30%) were on more than
nine medications (Table 2).
Characteristics of cognitively impaired participants
One hundred and ninety-ﬁve participants (79%) were cog-
nitively impaired. Seventy-eight (31%) had a MMSE of 0–
11 and 51 (21%) a MMSE of 12–17. There was no signiﬁ-
cant difference between patients with cognitive impairment
and those without (n = 53) in terms of sex, severity of
illness or number of medications. However, participants
with cognitive impairment were older (median 86 versus
79), more likely to live in a care home (27 versus 0%), less
likely to live alone (39 versus 75%), more disabled (31
versus 9% with Barthel index of ≤5), more often incontin-
ent (53 versus 23%), needing major help to transfer (48
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Table 1. Characteristics of screened population n (%)
Trauma (n=197) Medical (n=414) Geriatric (n= 393) Total (n=1,004) 95% Confidence intervals
Age
70–79 67 (34) 174 (42) 85 (22) 326 (33)** 30–35
80–89 94 (48) 193 (47) 217 (55) 504 (50) 47–53
≥90 36 (18) 46 (11) 91 (23) 173 (17) 15–20
Median age (range) 83 (70–105) 81 (70–99) 85 (70–101) 83 (70–105)
Sex female 188 (95)
b 223 (54) 220 (56) 631 (63)** 59–66
Cognitive impairment (AMT ≤7) 57/175 (33) 119/391 (30) 212/346 (61) 388/912 (43)** 39–46
Depressed (GDS4 ≥1) 55/169 (33) 130/388 (34) 135/328 (41) 320/885 (36) 33–39
Anxiety (PRIME-MD ≥2) 48/168 (29) 116/387 (30) 95/325 (29) 259/880 (29) 26–32
Alcohol problem (CAGE ≥2) 3/167 (2) 3/386 (1) 3/332 (1) 9/885 (1) 0–2
Anxiety alone 16 (10) 32 (8) 13 (4) 61/880 (7) 5–9
Other
a 22 (11) 27 (7) 48 (12) 97 (10) 8–12
2 positive 47 (24) 111 (27) 131 (33) 289 (29)* 26–32
3 positive 11 (6) 27 (7) 38 (10) 76 (8) 6–9
No mental health problems or anxiety only 86 (44) 191 (46) 84 (22) 361 (36)** 33–39
No mental health problems 70 (36) 159 (38) 71 (18) 300 (30)** 27–33
aIf other scales not completed or negative.
bOne trauma ward was entirely female, one was both sexes.
*P<0.05.
**P<0.01.
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risk of malnutrition (85 versus 63%).
Mental health problems
Adjusting for the two-stage assessment design, we estimate
that among all patients over 70, 50% (95% CI: 46–54) had
cognitive impairment, 27% (95% CI: 24–31) delirium (with
or without concurrent dementia), 27% (95% CI: 23–31)
previously diagnosed dementia, 24% (95% CI: 20–28) pos-
sible major depression and 8% (95% CI: 5–11) deﬁnite
major depression (on CSDD).
Similarly, we estimate the overall prevalence of behaviour-
al and psychiatric problems, rated moderate or severe on the
NPI, were: apathy 21% (95% CI: 17–25); poor appetite 29%
(95% CI: 25–33); anxiety 22% (95% CI: 18–26); sleep pro-
blems 21% (95% CI: 17–25); agitation/aggression 9% (95%
CI: 6–12), hallucinations 6% (95% CI: 4–9), delusions 8%
(95% CI: 5–11); disinhibition 5% (95% CI: 3–7); psycho-
motor behaviour 11% (95% CI: 8–14); irritability 11% (95%
CI: 8–14) and depression 22% (95% CI: 18–26).
Patients with cognitive impairment were more likely to
be agitated or aggressive (17 versus 2%), apathetic (38
versus 15%), show motor behaviour problems (wandering,
repetitive activities; 21 versus 4%), disinhibition (10 versus
0%) and to be delirious (53 versus 6%, Table 3).
Including patients with mild symptoms occurring at
least once a week increased the prevalence of apathy to
31% (95% CI: 27–35); appetite problems 37% (95% CI:
32–41); anxiety 36% (95% CI: 31–40); sleep problems 30%
(95% CI: 26–34); agitation/aggression 11% (95% CI: 8–
14), hallucinations 10% (95% CI: 7–13), delusions 17%
(95% CI: 14–21); disinhibition 7% (95% CI: 4–9); psycho-
motor behaviour 15% (95% CI: 12–19) irritability 25%
(95% CI: 21–29) and depression to 26% (95% CI: 24–28).
Discussion
This paper describes the high prevalence of mental health pro-
blems among older patients admitted as an emergency to a
general hospital, and has characterised their functional ability,
behavioural problems and psychiatric symptoms. Patients with
mental health problems are frequently managed in settings
which are unlikely to have mental health expertise (such as
trauma orthopaedics and acute medicine). Prevalence is so
....................................................................................
Table 2. Demographic and functional characteristics on admission among participants with mental health problems
Cognitive impairment,
n (%)
Mental health problem without
cognitive impairment, n (%)
Total 95% Confidence intervals
Age (median and IQR) 86 (80–90) 79 (75–84) 84 (79–89)**
Residence
Alone 77 (39) 40 (75) 117 (47)** 41–53
With another 65 (33) 13 (25) 78 (31) 25–37
Care home 53 (27) 0 (0) 53 (21) 16–26
Barthel index categories
0–5 61 (31) 5 (9) 66 (27)** 21–32
6–10 62 (32) 12 (23) 74 (30) 24–35
11–15 53 (27) 15 (28) 68 (27) 22–33
16–20 19 (10) 21 (40) 40 (16) 12–21
Barthel index prior to illness
0–5 14 (7) 0 (0) 14 (6)** 3–9
6–10 33 (17) 0 (0) 33 (14) 9–18
11–15 50 (26) 8 (15) 58 (24) 18–29
16–20 93 (49) 45 (85) 138 (57) 51–63
Incontinence 104 (53) 12 (23) 116 (47)** 41–53
Incontinence prior to admission illness 45 (23) 2 (4) 47 (19)** 14–24
Major help needed with transfer 93 (48) 17 (32) 110 (44)* 38–50
Major help needed to transfer prior to admission illness 26 (13) 0 (0) 26 (11)* 7–14
Needs help with feeding 113 (58) 7 (13) 120 (49)** 42–55
Needed help with feeding prior to admission illness 45 (23) 4 (8) 49 (20)* 15–25
Nutrition
Malnourished 82 (43) 8 (15) 90 (37)* 31–43
At risk 79 (42) 25 (48) 104 (43) 37–49
Satisfactory 28 (15) 19 (37) 47 (20) 15–25
Acute illness severity (MEWS)
0–1 132 (68) 34 (65) 166 (67) 61–73
2 or 3 54 (28) 13 (25) 67 (27) 22–33
4 9 (5) 5 (10) 14 (6) 3–9
Number of medications
0–4 53 (27) 14 (26) 67 (27) 21–32
5–8 89 (46) 17 (32) 106 (43) 37–49
9–20 53 (27) 22 (41) 75 (30) 25–36
Based on MMSE ≤24; *P<0.05; **P<0.001; MEWS, modified early warning score.
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combined impact of acute illness, physical dependency and be-
havioural and psychiatric symptoms if we are to minimise the
risk of poor outcomes, and dissatisfaction with care.
The study has limitations. It was conducted in a single
NHS hospital trust, although this provided the sole emer-
gency medical services for its local population and is likely
to be representative. For logistical reasons, we only
recruited from three of ﬁve geriatric medical, seven of
eleven general medical and two of three trauma orthopaedic
wards. We did not recruit from specialist stroke, renal, neur-
ology, cardiology, haematology, oncology or infectious dis-
eases wards. The particular local conﬁguration of these
services will have inﬂuenced case mix, and may limit gener-
alisability, although we attempted to make the study as rep-
resentative of ‘unselected’ general medical, geriatric and
trauma cases as is possible in a modern health service.
We screened only 27% of patients admitted to study
wards but we believe this effectively represented a random
sample. We aimed to reduce bias by following a strict protocol
for approaching patients for inclusion, attempting to avoid
systematic selection of any particular patient type and carefully
recorded reasons for non-inclusion. We found no direct evi-
dence of bias using available data, but acknowledge that there
may be differences between the patients screened and those
not screened which may change the prevalence estimates.
This is a difﬁcult population to study. Recruiting
patients lacking capacity to consent to participation in a
study introduces the practical problems of obtaining con-
sultee agreement from a carer, and a reliable informant to
ascertain factual information, at a time of great uncertainty
and stress for carers and in a fast-moving acute service.
The study sample disproportionately included patients who
had carers who lived locally and visited regularly, and
patients with longer hospital stays. In the second stage, we
recruited only 39% of patients screening positive for
mental health problems, but again we did not identify any
differences between included and excluded participants
from the data we had available. Patients discharged quickly
may or may not have had fewer problems (for example,
they may have been less ill, or returned quickly to a care
home). Participant selection/recruitment issues may have
biased prevalence estimates, but the direction of these
biases is uncertain. We suspect that the inﬂuence of sub-
specialisation of wards will have had more impact on preva-
lence estimates than selection bias and sampling issues.
A strength of the study is that we had an informant for
all patient participants who lacked capacity to consent for
themselves. This allowed us to gain reliable information on
the patients’ behavioural and psychological problems and
functional abilities prior to admission.
The prevalence of mental health problems identiﬁed in
this study is consistent with previous studies [1–3, 19–21],
despite the increasing availability of non-hospital treatment
options, and increasingly elderly and complex patients being
admitted to hospital. In keeping with previous reports, only
half of those with cognitive impairment had a recorded
history of dementia [3], although we were unable to separ-
ate delirium and dementia in our study.
One notable ﬁnding is the severity of the decline in func-
tional ability from pre-illness to admission. The new onset
of severe disability explains why management in community
settings is so difﬁcult, and suggests patients may have poten-
tial for rehabilitation once the acute illness is treated.
....................................................................................
Table 3. Mental health problems
Mental health
problems
Cognitive
impairment, n (%)
Mental health problem without
cognitive impairment, n (%)
Total Estimated prevalence among all
admitted patients over 70 (95% CI)
NPI domains
moderate to severe
Delusions 28 (14) 3 (6) 31 (12) 8% (5–11)
Hallucinations 20 (10) 4 (8) 24 (10) 6% (4–9)
Agitation or
aggressive
34 (17) 1 (2) 35 (14)* 9% (6–12)
Depression 67 (34) 17 (32) 84 (34) 22% (18–26)
Anxiety 67 (34) 17 (32) 84 (34) 22% (18–26)
Elation 3 (2) 0 (0) 3 (1) n/a
Apathy 75 (38) 8 (15) 83 (33)* 21% (17–25)
Disinhibition 19 (10) 0 (0) 19 (8)* 5% (3–7)
Irritability 39 (20) 5 (9) 44 (18) 11% (8–14)
Motor behaviour 40 (21) 2 (4) 42 (17)* 11% (8–14)
Difficulty sleeping 65 (33) 18 (34) 83 (33) 21% (17–25)
Appetite 93 (48) 20 (38) 113 (46) 29% (25–33)
CSDD No depression 89 (49) 24 (47) 113 (49)
Possible major
depression
67 (37) 22 (43) 89 (39) 24% (20–28)
Definite major
depression
24 (13) 5 (10) 29 (13) 8% (5–11)
DRS Delirium 104 (53) 3 (6) 107 (43)** 27% (24–31)
Diagnosed dementia 105 (54) 1 (2) 106 (43)** 27% (23–31)
MMSE, mini-mental state examination; NPI, neuropsychiatric inventory; CSDD, Cornell scale for depression in dementia; DRS, delirium rating scale.
*P<0.05.
**P<0.001.
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skills needed on general hospital wards. Patients with cognitive
impairment were signiﬁc a n t l ym o r el i k e l yt ob ei n c o n t i n e n t ,
unable to feed themselves and had behavioural problems
ward staff ﬁnd difﬁcult to cope with (agitation, aggression,
wandering), than those with depression or other mental ill-
nesses (a group which is likely to be more disabled than those
with no mental health problems). The levels of functional de-
pendency, combined with behavioural and psychiatric pro-
blems can make the task of delivering care difﬁcult and time
consuming. Caring for a patient who is incontinent and ag-
gressive or delusional will take longer than caring for a patient
who is just incontinent. Similarly where a patient suffers
apathy, motivating that patient to wash or feed herself will
take longer even if the patient is physically able. This repre-
sents a skilled nursing job, but many nurses report they lack
t h ee x p e r i e n c eo rt r a i n i n gt ob ec o n ﬁdent doing this [4,22].
Services, which optimise detection and management of
older patients with mental health problems, need to be
developed and evaluated. There is a body of knowledge on
what constitutes good care, but the best way to deliver this
within the constraints of acute medical services is far from
clear [5, 23–27]. Approaches include improving the ward
environment, providing opportunities for purposeful activ-
ity, improving the understanding and management of dis-
tress behaviour through staff training, integrating mental
health expertise with general nursing and by developing
partnerships with family carers [28, 29]. However, rigorous
evaluations of services are lacking [30].
Key points
￿ Fifty percent of people over 70 admitted to general hospi-
tals as an emergency are cognitively impaired.
￿ Psychopathological symptoms are common, including 8%
having delusions and 6% hallucinations, 21% being apath-
etic and 9% agitated or aggressive.
￿ Physical dependency is also very high, and mostly of
recent onset prior to the hospital admission.
Acknowledgements
The authors would like to thank the patients and carers
who participated in this research and the Mental Health
Research Network and the Trent Comprehensive Local
Research Network for supporting this research.
Conflicts of interest
None declared.
Funding
This article presents independent research commissioned by
the National Institute for Health Research (NIHR) under its
Programme Grants for Applied Research funding scheme
(RP-PG-0407-10147). The views expressed in this publica-
tion are those of the author(s) and not necessarily those of
the NHS, the NIHR or the Department of Health.
Supplementary data
Supplementary data mentioned in the text is available to
subscribers in Age and Ageing online.
References
1. The Royal College of Psychiatrists. Who Cares Wins. London:
The Royal College of Psychiatrists, 2005. Available at: http://
www.rcpsych.ac.uk/PDF/WhoCaresWins.pdf.
2. Homes J, House A. Psychiatric illness predicts poor outcome
after surgery for hip fracture: a prospective cohort study.
Psychol Med 2000; 30: 921–9.
3. Sampson EL, Blanchard MR, Jones L, Tookman A, King M.
Dementia in the acute hospital: prospective cohort study of
prevalence and mortality. Br J Psychiatry 2009; 195: 61–66.
4. Alzheimer’s Society. Counting the Cost—Caring for People
with Dementia on Hospital Wards. London: Alzheimer’s
Society, 2009.
5. Bridges J, Flatley M, Meyer J. Older people’s and relatives’
experiences in acute care settings: systematic review and syn-
thesis of qualitative studies. Int J Nurs Stud 2010; 47: 89–107.
6. Department of Health. Living Well with Dementia: A National
Dementia Strategy. London: Department of Health, 2009.
7. Hodkinson HM. Evaluation of a mental test score for assess-
ment of mental impairment in the elderly. Age Ageing 1972;
1: 233–8.
8. Almeida OP, Almeida SA. Short versions of the geriatric de-
pression scale: a study of their validity for the diagnosis of a
major depressive episode according to ICD-10 and DSM-IV.
Int J Geriatr Psychiatry 1999; 14: 858–65.
9. Spitzer RL, Williams JB, Kroenke K et al. Utility of a new pro-
cedure for diagnosing mental disorders in primary care. The
PRIME-MD 1000 study. JAMA 1994; 272: 1749–56.
10. Ewing JA. Detecting alcoholism: the CAGE questionnaire.
JAMA 1984; 252: 1905–90.
11. Folstein MF, Folstein SE, McHugh PR. ‘Mini-mental state’.A
practical method for grading the cognitive state of patients
for the clinician. J Psychiatr Res 1975; 12: 189–98.
12. Trzepacz PT, Mittal D, Torres R, Kanary K, Norton J,
Jimerson N. Validation of the Delirium Rating
Scale-Revised-98 Comparison with the Delirium Rating Scale
and the Cognitive Test for Delirium. J Neuropsychiatry Clin
Neurosci 2001; 13: 229–42.
13. Alexopoulos GS, Abrams RC, Young RC, Shamoian CA.
Cornell scale for depression in dementia. Biol Psychiatry
1988; 23: 271–84.
14. Alexopoulos GS, Abrams RC, Young RC, Shamoian CA. Use
of the Cornell scale in nondemented patients. J Am Geriatr
Soc 1988; 36: 230–6.
15. Cummings JL. The neuropsychiatric inventory: assessing psy-
chopathology in dementia patients. Neurology 1997; 48: S10–6.
16. Wade DT, Collin C. The Barthel ADL Index: a standard
measure of physical disability. Int Disabil Stud 1988; 10: 64–67.
17. Rubenstein LZ, Harker JO, Salva A et al. Screening for
undernutrition in geriatric practice: Developing the
85
Mental health problems among older people in hospitalShort-Form Mini-Nutritional Assessment (MNA-SF). J
Gerontol A Biol Sci Med Sci 2001; 56: M366–72.
18. Subbe CP, Kruger M, Gemmel L. Validation of a modiﬁed
Early Warning Score in medical admissions. Q J Med 2001;
94: 521–6.
19. Zekry D, Herrmann FR, Grandjean R et al. Demented versus
non-demented very old inpatients: the same comorbidities
but poorer functional and nutritional status. Age Ageing
2008; 37: 83–89.
20. Siddiqi N, House AO, Holmes JD. Occurrence and outcome
of delirium in medical in-patients: a systematic literature
review. Age Ageing 2006; 35: 350–64.
21. Bowler C, Boyle A, Branford M, Cooper SA, Harper R,
Lindesay J. Detection of psychiatric disorders in elderly
medical inpatients. Age Ageing 1994; 23: 307–11.
22. Galvin JE, Kuntemeier B, Al-Hammadi N, Germino F,
Murphy-White M, McGillick J. Dementia friendly hospitals,
care not crisis. An educational program designed to improve
the care of the hospitalised patient with dementia. Alzheimer
Dis Assoc Disord 2010; 24: 372–9.
23. Moyle W, Olorenshaw R, Wallis M, Borbasi S. Best practice
for the management of older people with dementia in the
acute care setting: a review of the literature. Int J Older
People Nurs 2008; 3: 121–30.
24. Nolan MR, Davies S, Brown J, Keady J, Nolan J. Beyond
‘person-centred’ care: a new vision for gerontological nursing.
Int J Older People Nurs 2004; 13: 45–53.
25. Royal College of Nursing. Improving Quality of Care for
People with Dementia in General Hospitals. London: RCN,
2010.
26. Archibald C. People with Dementia in Acute Hospital
Settings. Stirling: Dementia Services Development Centre,
2003.
27. Waite J, Harwood RH, Morton IR, Connelly DJ. Dementia
Care; A Practical Manual. Oxford: OUP, 2008.
28. Nichols JN, Heller KS. Windows to the heart: creating an
acute care dementia unit. J Palliat Med 2002; 5: 181–92.
29. Harwood RH, Porock D, King N et al. Development of a
specialist medical and mental health unit for older people in
an acute general hospital. University of Nottingham Medical
Crises in Older People discussion paper series. Issue 5,
November 2010. ISSN 2044–4230. Available at www.
nottingham.ac.uk/mcop/index.aspx.
30. Holmes J, Montaňa C, Powell G et al. Liaison Mental Health
Services for Older People. Literature Review, Service
Mapping and In-Depth Evaluation of Service Models.
National Institute for Health Research Service Delivery and
Organisation programme. London: HMSO, 2010. 16–32 and
210–35. Available at: www.sdo.nihr.ac.uk/ﬁles/project/
100-ﬁnal-report.pdf.
Received 28 February 2011; accepted in revised form
6 July 2011
Age and Ageing 2012; 41: 86–92
doi: 10.1093/ageing/afr114
© The Author 2011. Published by Oxford University Press on behalf of the British Geriatrics Society.
All rights reserved. For Permissions, please email: journals.permissions@oup.com
Published electronically 6 September 2011
Incidence rates of fragility hip fracture in
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Abstract
Background: hip fracture contributes to increased morbidity and mortality in the elderly population. As the average age of
the population is increasing, the burden of hip fracture on the health-care system is a growing challenge. The highest inci-
dence of hip fracture worldwide has been reported from Scandinavia in fact from Oslo the capital of Norway. During the
last decades, efforts have been undertaken to reduce hip fracture risk.
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